Methods: We determined the levels of serum soluble Klotho in 58 continuous ambulatory peritoneal dialysis (CAPD) patients using ELISA and investigated the relationship between the level of Klotho and markers of CKD-mineral and bone disorder (CKD-MBD) and the abdominal aortic calcification score (AAC), a marker of vascular calcification. Results: Fifty CAPD patients (86.2%) had abdominal aortic calcification. The serum Klotho level significantly correlated with the 25-hydroxyvitamin D level and inversely correlated with AAC, serum phosphorus and FGF23, not correlated with the parathyroid hormone, bone-specific alkaline phosphatase (BAP), and serum calcium levels. There were significant decreases in serum Klotho in patients with abdominal aortic calcification of ACI > 8. Multivariate Logistic regression analysis showed that lower serum soluble Klotho level and FGF23 were independent risk factor for abdominal aortic calcification. ROC-AUC of serum soluble Klotho for abdominal aortic calcification was 0.81 (cut-off 153.78 pg/mL, accuracy 87.5%, specificity 58.0%). Conclusion: Decreases in the serum soluble Klotho levels are independently associated with vascular calcification in peritoneal dialysis patients. Further research exploring whether therapeutic approaches to maintain or elevate the Klotho level could improve vascular calcification in peritoneal dialysis patients is warranted. Dec. 2009. Intradialytic blood pressure was monitored during a 3-month period. IDH was defined as an event characterized by a sudden drop in systolic BP more than 20 mmHg or in mean artery pressure (MAP) more than 10 mmHg associated with clinical events and need for interventions. Dialysis-related information was collected. Kaplan-Meier method, log-rank test, logistic regression and Cox regression analyses were performed to examine the association between IDH and survival, using a follow-up through 31 Dec 2014. Results: A total of 293 patients were recruited. The incidence rate of IDH was 39.9%. 176 patients with no-IDH (<1/10 hypotensive events/3 months) served as controls. 117 patients with IDH (1/10 hypotensive events/3 months) were identified among all 293 patients. Multivariate logistic regression analysis showed that age, ultrafiltration rate, serum NT-proBNP, serum albumin, serum b 2 MG and AoRD were associated with IDH among MHD patients. During the 5-year follow-up, 84 patients died, with a mortality rate 5.9% per year. Overall mortality rate increased as the incidence of IDH rose. Kaplan-Meier survival curve showed significant difference of overall and CV mortality rates between 2 groups. The multivariate Cox regression model indicated that IDH increased the risk of death (HR Z 1.655, 95% CI: 1.061e2.580, P Z 0.026). So did the rise of LVMI (HR Z 1.008, 95% CI: 1.001e1.016, P Z 0.028). Conclusion: Elderly, high ultrafiltration rate, high level of serum NT-proBNP, high level of serum b 2 MG, hypoalbuminemia and shorter AoRD are independent risk factors for IDH among MHD patients. LVMI can predict the outcome of MHD patients. Intradialytic hypotension is an independent risk factor for long-term mortality in MHD patients. Objective: To acknowledge the relationships between intradialytic-hypotension and ultrafiltration rate, as well as cardiac function for the prevention and treatment of IDH. Methods: 117 IDH-prone patients (IDH 1/10 hypotensive events/3 months) were recruited during Jan. 2009 to Dec. 2009. Intradialytic blood pressure was monitored during a 3-month period. IDH was defined as an event characterized by a sudden drop in systolic BP more than 20 mmHg or in mean artery pressure (MAP) more than 10 mmHg associated with clinical events and need for interventions. Patients were then divided into 2 groups according to the ultrafiltration volume/ body weight 5%. Dialysis-related information was collected. KaplanMeier method, log-rank test and Cox regression analyses were performed to examine the association between ultrafiltration rate, as well as cardiac function and survival in IDH-prone patients, using a follow-up through 31 Dec 2014. Results: During 5-year follow-up, 30 patients died, with a mortality rate 5.6% per year. There was no difference of overall mortality rate between 2 groups using Kaplan-Meier survival curve (P Z 0.878). The multivariate Cox regression model indicated that high ultrafiltration rate increased the risk of death (HR Z 1.169, 95% CI: 1.012e1.351, P Z 0.034). We compared the cardiac function at baseline and the end of the study by echocardiography. The ejection fraction in high ultrafiltration-rate group decreased significantly. In high ultrafiltration-rate group, multivariate Cox regression model indicated that high ejection fraction reduced 5-year mortality (HR Z 0.864, 95% CI: 0.767e0.974, P Z 0.016). While high serum NT-proBNP increased 5-year mortality (HR Z 8.568, 95% CI: 2.079e35.319, P Z 0.003). In low ultrafiltration-rate group, multivariate Cox regression model indicated high ultrafiltration rate increased the risk of death (HR Z 1.273, 95% CI: 1.002e1.617, P Z 0.048). Conclusion: High ultrafiltration rate is the leading risk factor for poor outcome in IDH-prone patients. Some IDH-prone patients have pretty good cardiac function, but might develop cardiac insufficiency due to long-term over-ultrafiltration. Objective: To investigate association between low T3 syndrome and arterial stiffness in continuous ambulatory peritoneal dialysis patients. Methods: 129 continuous ambulatory peritoneal dialysis (CAPD) patients were divided into the low T3 syndrome group and euthyroid function group. All patients received a series of examinations every 3 months, including blood biochemical indices and pulse wave velocity (PWV) for arterial stiffness. The data were analyzed using an independent t-test to compare PWV, blood biochemical indices and metabolic status between low T3 syndrome and euthyroid patients. Multiple regression analysis was performed to identify risk factors for PWV. Results: Both age and proportion of female patients were significantly higher in low T3 syndrome group compared with the euthyroid function group (P < 0.001; P Z 0.044), although no significant differences in hemoglobin, albumin, metabolic status or other values were found. However, PWV was much higher in low T3 syndrome group than that in euthyroid function group (P < 0.001). PWV was significently correlated with the diabetes (P < 0.001), age (P Z 0.001), systolic pressure (P Z 0.038), diastolic pressure (P Z 0.045), euthyroid function (P < 0.001), plasma albumin (P Z 0.007) and KT/V (remnant kidney; P Z 0.018). Multiple regression analysis revealed that the level of free triiodothyronine (FT3), diabetic status and age were the independent risk factors of PWV. They accounted for 57.0% of the total variance. S126 Dialysis
Objective: To assess the risk factors of intradialytic-hypotension (IDH) and the prognosis of IDH among maintenance hemodialysis (MHD) patients for the prevention and treatment of IDH. Methods: We recruited 293 MHD patients during Jan. 2009 to Dec. 2009 . Intradialytic blood pressure was monitored during a 3-month period. IDH was defined as an event characterized by a sudden drop in systolic BP more than 20 mmHg or in mean artery pressure (MAP) more than 10 mmHg associated with clinical events and need for interventions. Dialysis-related information was collected. Kaplan-Meier method, log-rank test, logistic regression and Cox regression analyses were performed to examine the association between IDH and survival, using a follow-up through 31 Dec 2014. Results: A total of 293 patients were recruited. The incidence rate of IDH was 39.9%. 176 patients with no-IDH (<1/10 hypotensive events/3 months) served as controls. 117 patients with IDH (1/10 hypotensive events/3 months) were identified among all 293 patients. Multivariate logistic regression analysis showed that age, ultrafiltration rate, serum NT-proBNP, serum albumin, serum b 2 MG and AoRD were associated with IDH among MHD patients. During the 5-year follow-up, 84 patients died, with a mortality rate 5.9% per year. Overall mortality rate increased as the incidence of IDH rose. Kaplan-Meier survival curve showed significant difference of overall and CV mortality rates between 2 groups. The multivariate Cox regression model indicated that IDH increased the risk of death (HR Z 1.655, 95% CI: 1.061e2.580, P Z 0.026). So did the rise of LVMI (HR Z 1.008, 95% CI: 1.001e1.016, P Z 0.028). Conclusion: Elderly, high ultrafiltration rate, high level of serum NT-proBNP, high level of serum b 2 MG, hypoalbuminemia and shorter AoRD are independent risk factors for IDH among MHD patients. LVMI can predict the outcome of MHD patients. Intradialytic hypotension is an independent risk factor for long-term mortality in MHD patients. Objective: To acknowledge the relationships between intradialytic-hypotension and ultrafiltration rate, as well as cardiac function for the prevention and treatment of IDH. Methods: 117 IDH-prone patients (IDH 1/10 hypotensive events/3 months) were recruited during Jan. 2009 to Dec. 2009. Intradialytic blood pressure was monitored during a 3-month period. IDH was defined as an event characterized by a sudden drop in systolic BP more than 20 mmHg or in mean artery pressure (MAP) more than 10 mmHg associated with clinical events and need for interventions. Patients were then divided into 2 groups according to the ultrafiltration volume/ body weight 5%. Dialysis-related information was collected. KaplanMeier method, log-rank test and Cox regression analyses were performed to examine the association between ultrafiltration rate, as well as cardiac function and survival in IDH-prone patients, using a follow-up through 31 Dec 2014. Results: During 5-year follow-up, 30 patients died, with a mortality rate 5.6% per year. There was no difference of overall mortality rate between 2 groups using Kaplan-Meier survival curve (P Z 0.878). The multivariate Cox regression model indicated that high ultrafiltration rate increased the risk of death (HR Z 1.169, 95% CI: 1.012e1.351, P Z 0.034). We compared the cardiac function at baseline and the end of the study by echocardiography. The ejection fraction in high ultrafiltration-rate group decreased significantly. In high ultrafiltration-rate group, multivariate Cox regression model indicated that high ejection fraction reduced 5-year mortality (HR Z 0.864, 95% CI: 0.767e0.974, P Z 0.016). While high serum NT-proBNP increased 5-year mortality (HR Z 8.568, 95% CI: 2.079e35.319, P Z 0.003). In low ultrafiltration-rate group, multivariate Cox regression model indicated high ultrafiltration rate increased the risk of death (HR Z 1.273, 95% CI: 1.002e1.617, P Z 0.048). Conclusion: High ultrafiltration rate is the leading risk factor for poor outcome in IDH-prone patients. Some IDH-prone patients have pretty good cardiac function, but might develop cardiac insufficiency due to long-term over-ultrafiltration. Objective: To investigate association between low T3 syndrome and arterial stiffness in continuous ambulatory peritoneal dialysis patients. Methods: 129 continuous ambulatory peritoneal dialysis (CAPD) patients were divided into the low T3 syndrome group and euthyroid function group. All patients received a series of examinations every 3 months, including blood biochemical indices and pulse wave velocity (PWV) for arterial stiffness. The data were analyzed using an independent t-test to compare PWV, blood biochemical indices and metabolic status between low T3 syndrome and euthyroid patients. Multiple regression analysis was performed to identify risk factors for PWV. Results: Both age and proportion of female patients were significantly higher in low T3 syndrome group compared with the euthyroid function group (P < 0.001; P Z 0.044), although no significant differences in hemoglobin, albumin, metabolic status or other values were found. However, PWV was much higher in low T3 syndrome group than that in euthyroid function group (P < 0.001). PWV was significently correlated with the diabetes (P < 0.001), age (P Z 0.001), systolic pressure (P Z 0.038), diastolic pressure (P Z 0.045), euthyroid function (P < 0.001), plasma albumin (P Z 0.007) and KT/V (remnant kidney; P Z 0.018). Multiple regression analysis revealed that the level of free triiodothyronine (FT3), diabetic status and age were the independent risk factors of PWV. They accounted for 57.0% of the total variance.
